The two last years have witnessed the confirmed advent of MRI and MRI-targeted biopsies in routine prostate cancer management thanks to the publication of a high level of evidence trials. MRI does better than TRUS biopsies in ruling out clinically significant disease (PROMIS trial), and MRI followed by targeted biopsies alone improves its detection (PRECISION trial) as compared with systematic biopsies [1, 2] . The question is no longer whether we should use MRI before biopsy and target the lesion if positive, but how this new information that implements our reflection on daily practice influences our treatment decision-making process.
Should we trust only targeted biopsies and definitively abandon systematic biopsies?
Should we doubt the negativity of MRI and targeted biopsies and go for an extra-target set of biopsies? Should we all rely on MRI regardless of the radiological expertise of a given centre?
Should we re-build our nomograms and prediction models by incorporating the targeted biopsies' pathological features, especially in active surveillance or focal therapy protocols?
Should we push for more precise targeted biopsies using dedicated softwares, using new biopsy approaches to improve the risk stratification and individualize the treatment strategy?
Unfortunately, not all these questions have been answered yet. In the present Topic of the World Journal of Urology entitled "MRI-targeted biopsies for prostate cancer diagnosis and management", the authors managed to deal with these clinical uncertainties by sharing their centre's experience or by assessing the current literature.
In the comprehensive review written by the European Association of Urology Young Academic Urologists Prostate Cancer Working Party, the importance of systematic biopsies has been highlighted [3] . The combination of both targeted and systematic biopsies improved the overall and significant (about 10%) prostate cancer detection rates as compared with a pure targeted strategy. The MRI-FIRST trial recently confirmed that a pure targeted biopsy strategy led to a not negligible risk of missing significant cancer symptoms, due to limitations of multiparametric MRI performance/reading and of precision during lesion targeting [4] . The physician facing a patient with a positive MRI should use the most accurate strategy to rule out/detect significant foci. So, systematic biopsies are not over, but till when? Technical issues as well as operator errors still exist in the targeted biopsy strategy leading to concerns of missing the disease, especially in case of negative targeted biopsies with MRI-visible lesions. Gold et al. [5] have reviewed all potential sources of error which can arise from each step of the process: false positive lesions in MRI, acquisition errors, fusion pitfalls, anatomic limits of needle placement, etc. New advances in technology will probably correct these sources of mistargeting, however, their widespread use will depend on the costs. To date, the vast majority of urologists do not use a dedicated fusion system when performing targeted cores, but cognitively target the lesion. Does it really matter? Marra et al. [6] emphasized that the strategy should be tailored to local expertise and resources availability. Software-based fusion biopsies probably improve the precision of targeting, in terms of millimeters but not in terms of detection rate [7, 8] . Another way of improvement might be the biopsy route. Indeed, especially for anterior and apical lesions, transperineal biopsies can lead to a not negligible rate of re-stratification by providing more cancer material for pathology [9] . This refinement of risk stratification (towards higher risk groups) meaningfully influences the treatment choice with more curative intent strategies due to a re-evaluation of cancer grade.
The management of presumed low-risk prostate cancer has also evolved from radical to focal therapy and active surveillance due to the visualization of significant lesions in MRI and the predictive value of imaging in the negative part of the gland. Through a single-centre report of patients treated by high-intensity focused ultrasound hemiablation, Dr Villers and his team showed that pathologically insignificant, MRI-negative, extra-target disease did not influence the follow-up course and did not have an impact on the radical treatment-free survival [10] . In active surveillance protocols, the strong negative value of MRI could also avoid the use of confirmatory biopsies in case of negative MRI at entry, and thereby improve patient's heath-related quality of life while avoiding biopsy complications [11] .
The other benefit from targeted biopsies that has not yet been thoroughly evaluated is the improvement of the prognosis assessment. To date, the vast majority of prognostic tools used in clinical practice for treatment decision-making are based on systematic biopsies, in addition with clinicobiological parameters combined or not with imaging. An emerging literature tends to demonstrate that the incorporation of targeted biopsy features in this assessment clearly improves it [12] . The perfect proof is the recent update of the Briganti nomogram for predicting lymph node invasion and planning lymph node dissection during radical prostatectomy in which the incorporation of grade group on targeted biopsy has improved the overall performance of the statistical model [13] .
The MRI-targeted biopsies have now invaded our clinical practice. We must now ask ourselves how to use them optimally, to improve diagnosis, reduce the risks of misclassification, more accurately assess prognosis, and individualize patient care strategies.
